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We examined patients’ ratings of communication with health care providers by
sociodemographic characteristics, health care access, and health status. Data were
from a national, population-based survey, the 2003 Health Information National
Trends Survey (HINTS). The survey was administered to 6,369 adults from a rep-
resentative sample of U.S. households. Linear regression analysis was conducted
using SUDAAN. None of the sociodemographic variables were significantly associa-
ted with patients’ ratings of providers’ communication behavior in the linear model.
Ratings of health care providers’ communication behavior, however, were signifi-
cantly higher among respondents with health insurance (p¼ 0.007) and those with
a usual source of health care from whom they consistently sought care
(p< 0.001). Ratings of provider communication were significantly lower among
respondents who perceived their general health to be fair or poor (p< 0.001) and
among those respondents with greater depressive symptoms (p< 0.001). Differences
in patient ratings of health care providers’ communication by health care access and
health status suggest the potential for disparities in health outcomes.
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The manner in which physicians communicate with their patients has a significant
impact on patients’ health behaviors and health outcomes (Ashton et al., 2003;
Stewart et al., 2000; Stewart et al., 1999; Stewart, 1995). Key aspects of patient–
provider communication are associated with improvements in health outcomes in-
cluding pain management, blood pressure, blood glucose, recovery time, emotional
health, and functional status (Stewart, 1995; Stewart, et al., 1999; Stewart et al.,
2000). Physicians also can influence the initiation, maintenance, or altering of beha-
viors relevant to health outcomes through promotion of smoking cessation,
increased physical activity, and healthy diets (Dube, O’Donnell, & Novack, 2000;
Eaton, Goodwin, & Stange, 2002; Ellerbeck, Ahluwalia, Jolicoeur, Gladden, &
Mosier, 2001; Mickey, Vezina, Worden, & Warner, 1997; Podl, Goodwin, Kikano,
& Stange, 1999; Whitlock, Orleans, Pender, & Allan, 2002). There is considerable
evidence for the effectiveness of behavioral counseling interventions in health care
settings for smoking cessation, physical activity, dietary change, and cancer screen-
ing (Eden, Orleans, Mulrow, Pender, & Teutsch, 2002; Pignone et al., 2003; Poon
et al., 2004; Silagy & Stead, 2001).

Three important communication goals have been identified for physicians to
accomplish during interactions with their patients: establish a good interpersonal
relationship, facilitate information exchange, and facilitate patient involvement in
decision making (Makoul, 2001; Ong, De Haes, Hoos, & Lammes, 1995; Simpson,
Buckman, Stewart, Maguire, Lipkin, Novack, & Till, 1991). These goals characterize
a group of communication behaviors often referred to as patient-centered communi-
cation (Brown, 1999). Patient-centered communication aims to promote empathy,
shared understandings, and mutual decision making in patient-provider encounters
(Bechel, Myers, & Smith, 2000; Brown, 1999; Ward, 2004).

The development of an interpersonal relationship between health care providers
and patients is thought to be an important prerequisite for successful information
exchange and collaborative decision making (Bakker, Fitch, Gray, Reed, & Bennett,
2001; Ballard-Reisch, 1990; Golin, DiMatteo, & Gelberg, 1996; Makoul, 2001). It is
recommended that health care providers show interest in and be sensitive to patients’
problems and feelings in order to create a warm and trusting atmosphere (Bakker
et al., 2001; Bensing & Dronkers, 1992; DiMatteo, 1994). Considerable time during
clinical visits typically is devoted to information exchange (Cegala, 1997; Ong et al.,
1995). To facilitate the effective information exchange, the physician must listen to the
patient’s story, give information to the patient, and ensure that the patient under-
stands the information given. Patients often have a need to know and understand
information about their disease or condition (Ong et al., 1995); however, physicians
often underestimate patients’ desire for information and overestimate their own
ability to convey information during clinical encounters (Cegala, 1997; Chaitchik,
Kreitler, Shaked, Schwartz, & Rosin, 1992; Strull, Lo, & Charles, 1984). To attempt
to counteract this, actively listening to patients without interruption to gain a better
understanding of patients’ subjective experiences and to generate greater rapport and
feeling of openness with patients is commonly recommended (Simpson et al., 1991;
Rosenblum, 1994). Successful information exchange between physicians and patients
lays the foundation for patient involvement in decision making by ensuring that patient
concerns are elicited and that the information given to patients is understood
(Richards et al., 1995). When differences in opinion or preference emerge, physicians
should attempt to facilitate discussion with patients and strive for mutually accept-
able decisions (Charles, Gafni, & Whelan, 1999; DiMatteo & Lepper, 1998).
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Several factors may influence the degree to which health care providers partici-
pate in patient-centered care (Brown, 1999; DiMatteo & Hays, 1980; Kaplan,
Gandek, Greenfield, Rogers, & Ware, 1995). Previous research examining differences
in patient-centered care by sociodemographic factors, patients’ personal characteris-
tics, and patients’ access to health care has yielded inconsistent results (Brown, 1999;
Kaplan et al., 1995). While lower levels of patient-centered care have been documen-
ted among patients with less education, racial and ethnic minorities, older patients,
and male patients (Brown, 1999; Kaplan et al., 1995), these associations have not been
consistently identified in previous research (DiMatteo & Hays, 1980). Continuity of
care or duration of relationship with a health care professional has been consistently
associated with greater patient-centered care (DiMatteo & Hays, 1980; Kaplan et al.,
1995). Gaining an improved understanding of the relation between sociodemographic
characteristics and health care interactions may be quite useful as these factors are
both easily tracked and may also serve as markers for other key features affecting
medical interactions. For example, individuals with lower levels of education may
have more difficulty understanding physician recommendations, and individuals
from various racial and ethnic minorities may be at risk for health disparities. In
many ways sociodemographic factors also serve as a basic ‘‘context’’ that colors many
interactions including those between patient and caregiver. As such, if these factors
are associated with perceived quality of communication with health care providers,
then they can also potentially be used to identify patients in need of additional atten-
tion to ensure effective health communication.

The aim of our analysis was to use a national sample to gain a clearer understand-
ing of the sociodemographic characteristics, health care access, and health status vari-
ables that influence patients’ perceptions of the quality of communication with their
health care providers. Patients’ ratings of health care providers’ communication
involved factors relevant to the development of an interpersonal relationship (health
care provider spends time with patient and shows respect for the patient), information
exchange (health care provider listens carefully and explains clearly), and involvement
in decision making (health care provider involves patient in decisions about health
care). We examined differences in patient perceptions of health care provider beha-
viors by key sociodemographic, health care access, and health status variables.

Methods

Data Source

Data for this investigation are from the 2003 HINTS. The HINTS collects nationally
representative data every 2 years on the American public’s need for, access to, and
use of cancer-relevant information (Nelson et al., 2004).

Data Collection, Response Rates, and Sample

Data were collected from October 2002 through April 2003. The survey was admi-
nistered to a representative sample of U.S. households by trained interviewers using
computer-assisted random-digit dialing from all telephone exchanges in the United
States. Exchanges with high numbers of Blacks and Hispanics were oversampled.
One adult aged 18 or older within each household was selected for the extended
interview during a household screener. Complete interviews were conducted with
6,369 adults (Nelson et al., 2004). The final response rate for the household screener
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was 55%, and the final response rate for the extended interview was 62.8%. All
responses to survey items classified as ‘‘refused’’ and ‘‘don’t know’’ were counted
as missing. Respondents with missing values for relevant variables were excluded
from analyses. The sample in our analysis included 5,343 respondents who reported
that they saw a health care provider during the last year. Further details about the
sample and sampling design are published elsewhere (Nelson et al., 2004).

Survey Items

The HINTS data provide a unique opportunity to examine factors associated with
patients’ ratings of health care providers’ communication in a large, national,
population-based survey. We examined the following covariates: sociodemographic
characteristics (sex, age, race, ethnicity, education, income), access to health care
(insurance, usual source of health care), and health status (perceived health status,
cancer history, depressive symptoms).

Sociodemographic Characteristics
Ethnicity and race were assessed in separate items following Office of Management
and Budget standards (Office of Management and Budget, Office of Information and
Regulatory Affairs, 1997). The ethnicity item asked respondents to indicate whether
they were Hispanic; the race item asked them to identify their race. Respondents
could designate more than one racial category. Responses to the ethnicity and race
questions were combined to create the following four categories: (1) non-Hispanic
Whites, (2) non-Hispanic Blacks, (3) Hispanics, and (4) non-Hispanic others or
multiple races specified.

Health Care Access
Health insurance status was assessed by asking respondents if they had any kind of
health care coverage, including health insurance, prepaid plans, such as health mainte-
nance organizations (HMOs), or government plans such as Medicare. For usual
source of care, respondents were asked if they had a particular doctor, nurse, or other
health professional that they see most often.

Health Status
Respondents were asked to rate their general health as excellent, very good, good,
fair, or poor. Only a small percentage of respondents rated their health to be excellent
(13.1%) or poor (4.8%); thus, to create a more balanced distribution of responses we
reduced the five categories into the following three: (1) excellent=very good, (2) good,
and (3) fair=poor. Respondents also were asked if they had ever been diagnosed with
cancer. Finally, respondents were asked to rate on 5-point scales the amount of time
they experienced each of the following six feelings: (1) so sad that nothing could cheer
you up, (2) nervous, (3) restless or fidgety, (4) hopeless, (5) that everything was an
effort, and (6) worthless. Reliability analysis of these items revealed high internal
consistency (Cronbach’s alpha¼ 0.81); thus, responses to these six items were
summed into a composite depressive symptoms score ranging from 6 to 30, with
higher scores indicating greater depression.1

1The depression items on HINTS were borrowed from the National Health Interview
Survey 1997, Adult Core Questionnaire (item ACN.471).
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Table 1. Descriptive analysis of patient ratings of physician behavior by sociodemo-
graphic, health care access, and health status variables

Sociodemographics Mean patient tating N SE mean

Sex
Male 17.3 1851 0.09
Female 17.4 3384 0.06

Race
Non-Hispanic White 17.5 3622 0.05
Non-Hispanic Black 17.5 592 0.18
Hispanic 16.6 553 0.24
Other or multiple races 16.7 242 0.25

Income
<$35,000 17.1 1983 0.11
$35,000 to <$75,000 17.4 1629 0.10
$75,000þ 17.5 1031 0.10

Education
Less than high school 17.1 551 0.19
High school 17.3 1466 0.09
Some college 17.4 1388 0.10
College graduate 17.5 1655 0.07

Age
18–34 17.1 1245 0.11
35–64 17.3 2849 0.06
65þ 17.9 1132 0.10

Employment
Employed 17.3 2890 0.07
Out of work 16.8 251 0.27
Retired, student, homemaker 17.6 1664 0.11
Unable to work 16.8 252 0.21

Marital status
Married 17.4 2731 0.05
Divorced, separated, widowed 17.3 1365 0.14
Never married 17.1 799 0.13
Unmarried couple 17.1 162 0.25

Health care access
Health insurance

No 16.3 443 0.22
Yes 17.5 4619 0.05

Usual provider
No 16.5 1250 0.12
Yes 17.6 3972 0.06

Health status
Perceived health

Excellent=very good 17.8 2213 0.09
Good 17.4 1705 0.08
Fair=poor 16.5 1154 0.15

(Continued)

Health Care Providers’ Communication 139



Perceptions of Provider Communication Behavior
The patient’s perception of the quality of patient–provider communication was
assessed using HINTS items borrowed from the Consumer Assessment of Health
Plans Study (CAHPS; Marshall, Morales, Elliot, Spritzer, & Hays, 2001). Respon-
dents rated their general perceptions of the quality of their communication with
health care providers over the past 12 months. Respondents were asked to indicate
how often doctors or other health care providers engaged in the following activities:
(1) listened carefully to you, (2) explained things in a way you could understand,
(3) showed respect for what you had to say, (4) spent enough time with you, and
(5) involved you in decisions about your health care. Responses were on the follow-
ing 4-point scale: always, usually, sometimes, never. We reversed scores so that higher
scores indicated greater endorsement of the health care provider behavior and cre-
ated a composite score from the sum of ratings on each item. The resulting com-
posite of ratings of health care providers’ communication of our sample ranged
from 5 to 20 and had high internal consistency (Cronbach’s alpha¼ 0.82).

Data Analysis

To account for the multistage sampling design of HINTS, we used SUDAAN (Re-
search Triangle Institute, 2001) to calculate population estimates and confidence
intervals (CIs). We calculated the mean patient rating of physician behavior for vari-
ous subgroups defined by key sociodemographic, health care access, and health sta-
tus variables. We also examined the Pearson correlation between ratings of health
care providers’ behavior and depressive symptom scores. Finally, we conducted a lin-
ear regression analysis to examine the association of sociodemographic characteris-
tics, health care access, and health status variables with patients’ ratings of providers’
communication behavior.

Results

Overall ratings of health care providers’ communication were favorable
(Mean¼ 17.3). Table 1 summarizes patients’ mean ratings of health care providers’
communication behavior for subgroups defined by sociodemographic characteris-
tics, health care access, and health status variables. Mean patient ratings of provi-
ders’ behavior were similar among subgroups defined by sex, income, education,
age, marital status, and cancer history. Slight differences in mean ratings of provider

Table 1. Continued

Sociodemographics Mean patient tating N SE mean

Cancer history
No 17.3 4515 0.06
Yes 17.4 707 0.16

Depressive symptoms score1 Pearson r, �.20 N, 5030 p value <.0001

1Depressive symptoms score ranges from 6 to 30, with higher scores indicating greater
depressive symptoms.
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Table 2. Linear regression for patient ratings of health care provider (n¼ 4,528)

95% CI

Sociodemographics Beta SE beta t test p value Lower Upper

Sex
Male 0 – – – – –
Female 0.06 0.14 0.42 0.68 �0.22 0.33

Race
Non-Hispanic White 0 – – – – –
Non-Hispanic Black 0.22 0.21 1.07 0.29 �0.20 0.64
Hispanic �0.44 0.25 �1.75 0.09 �0.95 0.07
Other or multiple races �0.49 0.31 �1.58 0.12 �1.11 0.13

Income
<$35,000 0 – – – – –
$35,000 to <$75,000 �0.13 0.15 �0.87 0.39 �0.43 0.17
$75,000þ �0.14 0.17 �0.80 0.42 �0.48 0.21

Education
Less than high school 0 – – – – –
High school �0.25 0.24 �1.03 0.31 �0.74 0.24
Some college �0.13 0.24 �0.57 0.57 �0.61 0.34
College graduate �0.39 0.20 �1.92 0.06 �0.80 0.02

Age
18–34 0 – – – – –
35–64 0.06 0.15 0.40 0.69 �0.25 0.37
65þ 0.30 0.24 1.28 0.20 �0.17 0.78

Employment
Employed 0 – – – – –
Out of work 0.28 0.33 0.86 0.39 �0.38 0.95
Retired, student, homemaker 0.03 0.14 0.23 0.82 �0.26 0.32
Unable to work 0.13 0.29 0.43 0.67 �0.47 0.72

Marital status
Married 0 – – – – –
Divorced, separated, widowed �0.09 0.16 �0.57 0.57 �0.41 0.23
Never married 0.06 0.18 0.37 0.71 �0.29 0.42
Unmarried couple 0.03 0.25 0.11 0.91 �0.47 0.53

Health care access
Health insurance

No 0 – – – – –
Yes 0.68 0.25 2.79 0.007 0.19 1.18

Usual provider
No 0 – – – – –
Yes 1.14 0.16 7.36 0.000 0.83 1.46

Health status
Perceived health

Excellent=very good 0 – – – – –
Good �0.15 0.12 �1.27 0.21 �0.38 0.09

(Continued)
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communication were observed among subgroups defined by race and ethnicity,
employment, health insurance, having a usual health care provider, and perceived
health status. There was a significant negative correlation between ratings of
provider communication and depressive symptoms score (r¼�0.20), indicating
lower ratings of provider communication behavior among respondents with greater
depressive symptom scores.

Table 2 summarizes the results of the multivariate linear regression analyses
examining the association of sociodemographic characteristics, health care access,
and health status with patients’ ratings of health care providers’ communication
behavior. None of the sociodemographic variables were significantly associated with
patients’ ratings of providers’ communication behavior in the linear model. Both
health care access variables, however, were significantly associated with patients’ rat-
ings (Table 2). Controlling for other sociodemographic, health care access, and health
status variables, ratings of health care providers’ communication behavior was sig-
nificantly higher among respondents with health insurance (Mean¼ 17.5) compared
with those without health insurance (Mean¼ 16.5) and among respondents with a
usual source of health care (Mean¼ 17.6) compared with those without a usual source
of care (Mean¼ 16.5). Perceived health status was also significantly associated with
ratings of communication behavior in the linear model (Table 2). Ratings of provider
communication were significantly lower among respondents who perceived their gen-
eral health to be fair or poor (Mean¼ 16.5) compared with those who perceived their
health as excellent or very good (Mean¼ 17.8). Decreases in ratings of health care
provider communication behavior were observed (Beta¼�0.11), with increases in
depressive symptom scores indicating lower ratings of communication behavior
among those respondents with greater depressive symptoms.

Discussion

We examined differences in patients’ perceptions of communication with health care
providers by key sociodemographic, health care access, and health status variables.
Although lower levels of patient-centered care have been documented among vari-
ously defined sociodemographic subgroups (Brown, 1999; Kaplan et al., 1995), these
associations have not been consistently identified in previous research (DiMatteo &
Hays, 1980). In our analysis none of the sociodemographic variables were

Table 2. Continued

95% CI

Sociodemographics Beta SE beta t test p value Lower Upper

Fair=poor �0.96 0.20 �4.74 0.000 �1.36 �0.55
Cancer history

No 0 – – – – –
Yes �.20 0.21 �.96 0.34 �0.61 0.22

Depressive symptoms score1 �0.11 .02 �5.68 0.000 �0.15 �0.07

1Depressive symptoms score ranges from 6 to 30, with higher scores indicating greater
depressive symptoms.
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significantly associated with ratings of health care providers’ communication beha-
vior. Although we cannot definitively state why we did not find an association, it
may be that this is in part due to the nature of our sample drawn from a nationally
representative population-based survey, rather than from a clinical setting. It also
may be that the relations between sociodemographic characteristics and health care
communication are more complex than previously appreciated. More research is
needed in this area.

Consistent with previous literature (Schoen & DesRoches, 2000; Schoen, Lyons,
Rowland, Davis, & Puleo, 1997), we found that individuals with insurance and those
with a usual source of health care rated their communication with health care pro-
viders more favorably that those without insurance and without a usual source of
care. This may indicate that individuals without established access to health care
are in contexts that may hinder more favorable interactions with health care profes-
sionals. Although we do not have data to directly address why this may be, it seems
likely that such individuals may seek health care in settings where time and other
resources are overburdened, such as in emergency rooms and urgent care clinics.
This may be especially problematic for individuals with chronic health conditions.
No matter what the reason, this is a troublesome finding given the large number
of individuals who do not have established health care access.

Individuals with poorer perceived health and higher depression scores also rated
provider–patient communication less favorably. This may be of some importance,
suggesting that populations in greater need of effective contact with the health care
systems also are less satisfied with those contacts. There are a number of reasons
why this might be. It is possible that such individuals are ‘‘predisposed’’ to rate any
interaction as more negative. Conversely, it may be that such individuals are perceived
as ‘‘difficult patients’’ by virtue of a greater need for multiple services and as such are
eliciting negative reactions from health care providers. Or, simply, by having more
medical and mental health needs, these individuals have more opportunities to truly
not have had their needs adequately addressed. Prior research suggests that depressed
individuals manifest deficits in social skills and often experience rejection in their
social environments (Segrin, 2000; Segrin & Abramson, 1994). Therefore, patients
with depressive symptomology may represent a group likely in need of particularly
effective patient–provider interactions in order to optimize their ability to improve
health outcomes. Models to guide patient–provider interactions have been developed
to improve communication, enhance patient understanding, and facilitate effective
coping (Burleson & Goldsmith, 1998; Rowan, Sparks, Pecchioni, & Villagran,
2003). Our findings identify subgroups of patients who report dissatisfaction with
exchanges with health care professionals during clinical encounters; health care pro-
viders might use this information, along with guidance from models for improving
health communication and patient coping, to improve patient outcomes.

Limitations

The final response rates for the household screener of 55%, and for the extended in-
terview of 62.8%, although comparable with other national telephone surveys (Nel-
son, Powell-Griner, Town, & Kovar, 2003), are fairly low. Low response rates are
problematic if there are systematic differences between those who respond and those
who do not (Groves, 1989). Low response rates that reflect such systematic differ-
ences may limit the generalizability of the results to populations represented by
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responders; however, it cannot be determined from these data whether there are any
systematic differences between responders and nonresponders.

The HINTS instrument assessed patients’ perceptions of provider communi-
cation in general. Thus, these data do not speak to particular patient–provider
encounters, but rather capture an overall assessment of patients’ perceptions of pro-
viders’ communication. Furthermore, several potentially interesting and important
factors associated with patient–provider communication were not assessed in
HINTS. For example, health literacy and language proficiency recently have been
highlighted as key factors associated with patient–provider communication (Baker
et al., 2004; Schillinger & Chen, 2004); however, the HINTS data do not address said
factors in association with patient–provider communication.

Conclusions

Interactions between patients and health care providers can have a significant impact
on patients’ health behaviors and health outcomes (Ashton et al., 2003; Stewart,
1995; Stewart et al., 1999; Stewart et al., 2000). We identified systematic differences
in patients’ perceptions of communication with health care providers by key health
care access and health status variables, factors that are consistent with increased risk
for health disparities. Thus, it seems likely that the factors we have identified that
influence the quality of communication with health care professionals may serve
to further exacerbate the potential for disparities in health outcomes. Our findings,
although preliminary, may serve to inform efforts to enhance communication with
subgroups of patients who report dissatisfaction with exchanges with health care
professionals during clinical encounters through improvements in clinical practice
and health policies. Further research is needed to more adequately characterize
the association between patients’ ratings of health care providers’ communication
behavior and individual and system variables. Ultimately, this line of research
may support clinical practice and policy-level efforts aimed at improving access to
health care and continuity in care.

References

Ashton, C. M., Haidet, P., Paterniti, D. A., Collins, T. C., Gordon, H. S., O’Malley, K.,
Peterson, L. A., Sharf, B. F., Suarez-Almazor, M. E., Wray, N. P., & Street, R. L.
(2003). Racial and ethnic disparities in the use of health services: Bias, preference, or poor
communication? Journal of General Internal Medicine, 18, 146–152.

Baker, D. W., Gazmararian, J. A., Williams, M. V., Scott, T., Parker, R. M., Green, D.,
Ren, J., & Peel, J. (2004). Health literacy and use of outpatient physician services by
Medicare managed care enrollees. Journal of General Internal Medicine, 19, 215–220.

Bakker, D. A., Fitch, M. I., Gray, R., Reed, E., & Bennett, J. (2001). Patient-healthcare pro-
vider communication during chemotherapy treatment: The perspectives of women with
breast cancer. Patient Education and Counseling, 43, 61–71.

Ballard-Reisch, D. S. (1990). A model of participative decision making for physician-patient
interaction. Health Communication, 2, 91–104.

Bechel, D. L., Myers, W. A., & Smith, D. G. (2000). Does patient-centered care pay off? The
Joint Commission Journal on Quality Improvement, 26, 400–409.

Bensing, J. M. & Dronkers, J. (1992). Instrumental and affective aspects of physician beha-
vior. Medical Care, 30, 283–290.

Brown, S. J. (1999). Patient-centered communication. Annual Review of Nursing Research, 17,
85–104.

144 L. J. F. Rutten et al.



Burleson, B. R. & Goldsmith, D. J. (1998). How the comforting process works: Alleviating
emotional distress through conversationally induced reappraisals. In P. Andersen & L.
Guerrero (Eds.), Handbook of communication and emotion. New York: Academic Press.

Cegala, D. J. (1997). A study of doctors’ and patients’ communication during a primary care
consultation: Implications for communication training. Journal of Health Communi-
cation, 2, 169–194.

Chaitchik, S., Kreitler, S., Shaked, S., Schwartz, I., & Rosin, R. (1992). Doctor-patient com-
munication in a cancer ward. Journal of Cancer Education, 7, 41–54.

Charles, C., Gafni, A., & Whelan, T. (1999). Decision-making in the physician-patient en-
counter: Revisiting the shared treatment decision-making model. Social Science & Medi-
cine, 49, 651–661.

DiMatteo, M. R. (1994). The physician-patient relationship: Effects on the quality of health-
care. Clinical Obstetrics and Gynecology, 37, 149–161.

DiMatteo, M. R. & Hays, R. (1980). The significance of patients’ perceptions of physician
conduct: A study of patient satisfaction in a family practice center. Journal of Community
Health, 6(1), 18–34.

DiMatteo, M. R. & Lepper, H. S. (1998). Promoting adherence to courses of treatment:
Mutual collaboration in the physician-patient relationship. In L. D. Jackson & B. K.
Duffy (Eds.), Health communication research: A guide to developments and directions
(pp. 75–86). Westport, CT: Greenwood Press.

Dube, C. E., O’Donnell, J. F., & Novack, D. H. (2000). Communication skills for preventive
interventions. Academic Medicine, 75, S45–S54.

Eaton, C. B., Goodwin, M. A., & Stange, K. C. (2002). Direct observation of nutrition coun-
seling in community family practice. American Journal of Preventive Medicine, 23, 174–
179.

Eden, K. B., Orleans, C. T., Mulrow, C. D., Pender, N. J., & Teutsch, S. M. (2002). Does
counseling by clinicians improve physical activity? A summary of the evidence for the
U.S. Preventive Services Task Force. Annals of Internal Medicine, 137, 208–215.

Ellerbeck, E. F., Ahluwalia, J. S., Jolicoeur, D. G., Gladden, J., & Mosier, M. C. (2001).
Direct observation of smoking cessation activities in primary care practice. Journal of
Family Practice, 50, 688–693.

Golin, C. E., DiMatteo, M. R., & Gelberg, L. (1996). The role of patient participation in the
doctor visit. Diabetes Care, 19, 1153–1164.

Groves, R. (1989). Survey errors and survey costs. New York: Wiley.
Kaplan, S. H., Gandek, B., Greenfield, S., Rogers, W., & Ware, J. E. (1995). Patient and visit

characteristics related to physicians’ participatory decision-making style. Results from the
Medical Outcomes Study. Medical Care, 33, 1176–1187.

Makoul, G. (2001). Essential elements of communication in medical encounters: The Kalama-
zoo consensus statement. Academic Medicine, 76, 390–393.

Marshall, G. N., Morales, L. S., Elliot, M., Spritzer, K., & Hays, R. D. (2001). Confirmatory
factor analysis of the consumer assessment of health plans study (CAHPS) 1.0 Core
Survey. Psychological Assessment, 13, 216–229.

Mickey, R. M., Vezina, J. L., Worden, J. K., & Warner, S. L. (1997). Breast screening beha-
vior and interactions with healthcare providers among lower income women. Medical
Care, 35, 1204–1211.

Nelson, D. E., Kreps, G. L., Hesse, B. W., Croyle, R. T., Willis, G., Arora, N. K., Rimer,
B. K., Viswanath, K. V., Weinstein, N., & Alden, S. (2004). The Health Information
National Trends Survey (HINTS): Development, design, and dissemination. Journal of
Health Communication, 9, 443–460.

Nelson, D. E., Powell-Griner, E., Town, M., & Kovar, M. G. (2003). A comparison of
national estimates from the National Health Interview Survey and the Behavioral Risk
Factor Surveillance System. American Journal of Public Health, 93, 1335–1341.

Office of Management and Budget, Office of Information and Regulatory Affairs. (1997).
Revisions to the Standards for the Classification of Federal Data on Race and Ethnicity.
Federal Register. 62, 58781-58790. Retrieved February 25, 2004, from http://www.
whitehouse.gov/omb/fedreg/1997standards.html

Ong, L. M. L., De Haes, J. C. J. M., Hoos, A. M., & Lammes, F. B. (1995). Doctor-patient
communication: A review of the literature. Social Science and Medicine, 40, 903–918.

Health Care Providers’ Communication 145



Pignone, M. P., Ammerman, A., Fernandez, L., Orleans, C. T., Pender, N., Woolf, S., Lohr,
K. N., & Sutton, S. (2003). Counseling to promote a healthy diet in adults: A summary of
the evidence for the U.S. Preventive Services Task Force. American Journal of Preventive
Medicine, 24, 75–92.

Podl, T. R., Goodwin, M. A., Kikano, G. E., & Stange, K. C. (1999). Direct observation of
exercise counseling in community family practice. American Journal of Preventive Medi-
cine, 17, 207–210.

Poon, E. G., Haas, J. S., Puopolo, A. L., Gandhi, T. K., Burdick, E., Bates, D. W., & Bren-
nan, T. A. (2004). Communication factors in the follow-up of abnormal mammograms.
Journal of General Internal Medicine, 19, 316–323.

Research Triangle Institute. (2001). SUDAAN Users Manual (Release 8.0) [Computer soft-
ware]. Research Triangle Park, NC: Author.

Richards, M. A., Ramirez, A. J., Degner, L. F., Fallowfield, L. J., Maher, E. J., & Neuberger,
J. (1995). Offering choice of treatment to patients with cancers: A review based on a sym-
posium held at the 10th annual conference of The British Psychosocial Oncology Group,
December 1993. European Journal of Cancer, 31A, 112–116.

Rosenblum, D. (1994). Listening to people with cancer. Seminars in Oncology, 21, 701–704.
Rowan, K. E., Sparks, L., Pecchioni, L., & Villagran, M. (2003). The CAUSE model: A

research-supported aid for phsyicans communicating with patients about cancer risk.
Health Communication, 15, 235–248.

Schillinger, D. & Chen, A. H. (2004). Literacy and language: Disentangling measures of
access, utilization, and quality. Journal of General Internal Medicine, 19, 288–290.

Schoen, C. & DesRoches, C. (2000). Uninsured and unstably insured: The importance of con-
tinuous insurance coverage. Health Services Research, 35(1 Pt 2), 187–206.

Schoen, C., Lyons, B., Rowland, D., Davis, K., & Puleo, E. (1997). Insurance matters for low-
income adults: Results from a five-state survey. Health Affairs (Millwood), 16, 163–171.

Segrin, C. (2000). Social skills deficits associated with depression. Clinical Psychology Review,
20, 379–403.

Segrin, C. & Abramson, L. Y. (1994). Negative reactions to depressive behaviors: A communi-
cation theories analysis. Journal of Abnormal Psychology, 103, 655–668.

Silagy, C. & Stead, L. F. (2001). Physician advice for smoking cessation. Cochrane Database of
Systematic Reviews, 2, CD000165.

Simpson, M., Buckman, R., Stewart, M., Maguire, P., Lipkin, M., Novack, D., & Till, J.
(1991). Doctor-patient communication: The Toronto consensus statement. British Medi-
cal Journal, 303, 1385–1387.

Stewart, M. A. (1995). Effective physician-patient communication and health outcomes: A
review. Canadian Medical Association Journal, 152, 1423–1433.

Stewart, M., Brown, J. B., Boon, H., Galajda, J., Meredith, L., & Sangster, M. (1999).
Evidence on patient-doctor communication. Cancer Prevention and Control, 3, 25–30.

Stewart, M., Brown, J. B., Donner, A., McWhinney, I. R., Oates, J., Weston, W. W., &
Jordan, J. (2000). The impact of patient-centered care on outcomes. Journal of Family
Practice, 49, 796–804.

Strull, W. M., Lo, B., & Charles, G. (1984). Do patients want to participate in medical
decision making? Journal of the American Medical Association, 252, 2990–2994.

Ward, M. M. (2004). Patient-centered care and health outcomes. Current Opinions in Rheuma-
tology, 16, 89–90.

Whitlock, E. P., Orleans, T., Pender, N., & Allan, J. (2002). Evaluating primary care
behavioral counseling interventions: An evidence-based approach. American Journal of
Preventive Medicine, 22, 267–284.

146 L. J. F. Rutten et al.


